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Other measurements at each follow-up Distance and near visual acuity (VA), amplitude of accommodation, lag of accommodation and horizontal phoria were performed with fully correction for distance at each 6-month follow up visit. Distance and near Log MAR VA were assessed using Logarithmic 2000 series ETDRS Charts with illuminator cabinet (Precision Vision Inc.) and Mixed Contrast European-Wide Near Vision Card (at 40cm) (Precision Vision Inc.) respectively. Near horizontal phoria was measured by using the Howell near phoria card. The magnitude and direction (+ve for eso, -ve for exo) were recorded to the nearest 0.5Δ. Accommodation responses were measured using an open-field autorefractor (ShinNippon NVision-K5001) while subjects were viewing a letter target at 33cm with print size of 20/30. Lag of accommodation was the difference between the measured accommodative response and the actual accommodative demand (3D).
Visual performance with the experimental spectacles Visual performance was also assessed for both groups of subjects while they were wearing their spectacles. Measurement of distance and near VA, accommodation and binocular vision tests (stereopsis and phoria tests) were carried out for the subjects when they collected their spectacles. Distance and near Log MAR VA were assessed using Logarithmic 2000 series ETDRS Charts with illuminator cabinet (Precision Vision Inc.) and Mixed Contrast European-Wide Near Vision Card (at 40cm) (Precision Vision Inc.) respectively. Near horizontal phoria was measured by using the Howell near phoria card. Monocular and binocular amplitude of accommodation (D) was measured with RAF ruler. Accommodative responses were measured using an open-field autorefractor (Shin-Nippon NVision-K5001) while subjects were viewing a letter target at 33cm with print size of 20/30. Lag of accommodation was the difference between the measured accommodative response and the actual accommodative demand (3D). Stereoacuity (second of arc) was measured with Randot Stereotest at 40 cm with Polaroid goggles. A questionnaire (appendix in the clinical protocol) about visual performance, comfort and frequency of symptoms with lens wear was also administered to subjects. They were interviewed by the unmasked investigators during the follow-up visits. The subjective rating on visual performance included vision quality with distance, intermediate and near viewing, and stability of perceived vision at distance and at near, etc. The grading score ranged from 1 (the poorest) to 10 (excellent). Scales for rating how often the symptoms occur with the lens wear range from 1 -10 (never to always). Data of visual performance between the two groups were compared by unpaired t-tests. 
